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EXECUTIVE  SUMMARY 

In  the  Omnibus  Budget  Reconciliation  Act  of  1986  (section 
9305(k)),  Congress  mandated  that  the  Department  of  Health  and 
Human  Services  develop  and  evaluate  demonstrations  of  prior  and 
concurrent  authorization  for  Medicare  coverage  of  home  health 
agency  (HHA)  and  skilled  nursing  facility  (SNF)  services.   The 
demonstrations  were  required  to  include  at  least  four  projects. 
Congress  further  directed  that  the  evaluation  and  the  report  must 
address  three  major  areas: 

administrative  and  program  costs; 

impact  on  access  and  availability  of  services;  and 

accuracy  of  payment  determinations. 
This  legislation  responds  to  concerns  expressed  by  HHAs  and 
SNFs  that  under  the  current  system,  in  which  agencies  must 
provide  services  that  they  believe  are  Medicare-covered  and 
subsequently  submit  bills  to  Medicare  fiscal  intermediaries  (FIs) 
for  review,  agencies  cannot  adequately  predict  what  services  the 
FI  will  deny  as  noncovered.   It  is  hypothesized  that  prior 
authorization  (PA)  and  concurrent  authorization  (CA)  approaches, 
which  give  providers  notice  of  what  services  would  be  approved  by 
the  FI  before  services  are  provided,  would  reduce  the  number  of 
services  denied  without  increasing  Medicare  expenditures.   Under 
PA,  providers  submit  plans  of  treatment  to  the  FI  for  review 
before  the  patients'  care  begins.   The  provider  receives  a 
notification  from  the  FI  about  how  many  services  will  be  covered. 
Under  CA,  plans  of  treatment  are  submitted  at  roughly  the  same 
time  that  a  patient's  care  begins  and  reviewed  a  few  days  later. 
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In  response  to  this  legislation,  the  Health  Care  Financing 

Administration  (HCFA)  implemented  a  pilot  project  in  July  1987 

testing  CA  of  home  health  services.   In  September  1987,  HCFA 

awarded  a  contract  to  Lewin/ICF  to  evaluate  this  pilot  project 

and  to  design  and  evaluate  a  separate  demonstration  focused  on 

SNF  services;  the  SNF  demonstration  was  designed  and  implemented 

in  1989.   The  implementation  of  the  pilot  and  the  contract  award, 

etc. ,  were  executed  in  10  months  subsequent  to  congressional 

authorization,  which  is  the  quickest  that  we  could  implement 

these  projects.   These  startup  dates,  however,  were  later  than 

the  mandated  starts  of  January  1987.   This  report  presents  a 

description  of  the  home  health  pilot  project,  the  strategy  for 

evaluating  this  project,  and  the  evaluation  findings,  as  well  as 

an  outline  of  the  planned  SNF  demonstration.   We  will  submit  a 

supplementary  Report  to  Congress  describing  the  results  of  the 

evaluation  of  the  SNF  demonstration  in  1993. 

In  response  to  a  requirement  in  the  legislation,  these 

demonstrations  and  their  evaluations  have  been  developed  in 

consultation  with  an  advisory  panel  that  included  representatives 

of  HHAs,  nursing  homes,  hospitals,  physicians,  and  FIs. 

IMPLEMENTATION  OF  THE  HHA  PILOT 

The  home  health  CA  pilot  project  involved  two  project 

sites  —  one  in  Illinois  and  one  in  five  States  in  HCFA's 

Region  VI  (Dallas) .   This  project  started  in  July  1987  and  still 

is  ongoing.   Key  features  of  the  demonstration  include: 

In  Illinois,  a  group  of  50  HHAs  participated  in  the 
pilot.   In  the  Dallas  region,  all  HHAs  in  the  region 
could  enter  or  withdraw  from  the  pilot  at  any  time. 
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Participating  providers  could  choose  to  submit  all  cases 
or  only  selected  cases  for  CA.   A  description  and  plan 
of  care  for  CA  cases  were  submitted  to  the  FI  within 
5  days  of  the  start  of  care  (later  extended  to  7  days) . 
The  FI  had  5  additional  days  to  notify  the  HHA  of  its 
decision.   HHAs  were  held  liable  for  care  provided 
during  this  period  if  they  did  not  have  presumptive 
waiver  or  they  should  have  known  the  care  was 
noncovered.   All  visits  prospectively  approved  in  the  CA 
process  were  automatically  paid,  if  eventually  provided 
and  billed  to  the  FI. 

If  they  believed  a  patient  needed  more  services  than 
were  authorized  by  the  FI,  providers  were  allowed  to 
provide  and  subsequently  bill  the  FI  for  more  visits 
than  were  concurrently  authorized.   These  claims  were 
reviewed  by  the  FI  in  its  normal  retrospective  review 
process. 

Approximately  4  5  percent  of  providers  in  the  Dallas  region 
participated  at  some  time  during  the  pilot  and  25  percent  of 
providers  in  Illinois  participated.   Participation  rates  of  HHAs 
varied  by  size,  hospital  affiliation,  and  waiver  status. 

In  the  Dallas  region,  17  percent  of  participating  agencies 
submitted  no  more  than  10  percent  of  their  plans  of  treatment  for 
CA  and  12  percent  submitted  90-100  percent  of  their  plans.   Most 
agencies  submitted  40-80  percent  of  their  plans  of  treatment  for 
CA.   Overall,  participating  Dallas  region  HHAs  submitted 
55  percent  of  their  treatment  plans.   Comparable  data  were  not 
available  in  Illinois. 

As  one  would  expect,  a  larger  proportion  of  questionable, 
rather  than  straightforward,  cases  were  submitted  for  CA.   We 
also  found  that  many  agencies  simply  could  _not  reorganize  their 
administrative  and  clerical  operations  sufficiently  to  handle  the 
administrative  procedures  required  to  submit  a  large  volume  of 
cases  for  CA. 
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EVALUATION  DESIGN 

The  evaluation  of  the  pilot  project  utilized  the  following 

strategy: 

Because  the  pilots  were  conducted  differently  in  the  two 
areas ,  they  were  analyzed  separately. 

A  cross-sectional  analysis  was  used  to  compare  the 
outcomes  of  interest  on  access ,  costs,  etc.,  between 
agencies  that  used  CA  and  those  that  did  not. 

Matched  samples  (based  on  agency  size,  urban/ rural 
status,  hospital-based  vs.  freestanding,  etc.)  of 
participating  (CA)  and  nonparticipating  providers  in  the 
Dallas  region  and  Illinois  were  compared. 

The  analyses  controlled  for  age,  diagnosis,  prior 
hospitalization,  and  type  of  visit  at  the  patient  level 
and  for  provider  characteristics. 

For  each  of  the  agencies  in  the  samples,  two  types  of  data 
were  collected:   1)  patient-level  data  on  Medicare  claims;  and 
2)  case-level  data  on  plans  of  treatment  and  their  associated 
claims.   In  addition,   participating  and  nonparticipating 
providers  in  both  regions  were  interviewed  to  obtain  their  views 
regarding  the  advantages  and  disadvantages  of  CA. 
EVALUATION  FINDINGS 
Access  to/Availabilitv  of  services 

The  evaluation  considered  three  aspects  of  the  relationship 

between  CA  and  access  to  health  services  for  beneficiaries: 

Aaencv  participation  in  the  Medicare  program:   Providers 
generally  like  the  CA  option.   Denial  rates  were  lower. 
Over  time,  these  factors  enhance  confidence  in  the 
Medicare  program  that  is  important  for  access  and 
service  availability. 

Willingness  to  serve  beneficiaries  for  whom  coverage  is 
uncertain:   Most  agencies  interviewed  did  ncc  think  CA 
had  a  substantial  impact  on  the  types  of  cases  they 
accepted.   Nevertheless,  about  half  those  interviewed 
said  they  thought  CA  did  improve  access  for  some 
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patients;  about  one-third  could  cite  specific  examples 
from  their  agencies. 

Number  of  visits  received: 

In  general,  patients  served  by  CA  agencies  received 
about  the  same  number  of  visits  as  patients  in  non-CA 
agencies,  after  controlling  for  various  characteristics 
of  patients  and  providers. 

Fewer  visits  were  authorized  than  requested  in 
31  percent  of  cases.   If  medically  necessary, 
however,  most  agencies  delivered  more  visits  than 
initially  requested. 

For  some  types  of  patients,  notably  those  served  by 
off-waiver  agencies  in  Illinois  (37  percent  of  all 
CA  patients)  and  patients  with  no  home  health  aide 
visits  served  by  off-waiver  agencies  in  Dallas 
(12  percent  of  CA  patients  in  Dallas) ,  CA  was 
associated  with  a  statistically  significant  increase 
in  visits. 

Conversely,  for  patients  who  received  home  health 
aide  visits  and  were  served  by  on-waiver  agencies 
(8  percent  in  Illinois,  33  percent  in  the  Dallas 
region) ,  CA  was  associated  with  a  statistically 
significant  decrease  in  the  number  of  visits. 

—  There  was  no  impact  on  hospital  length  of  stay. 

Impact  on  Administrative  Costs 

With  regard  to  administrative  costs,  we  found  the  following: 

At  the  agency  level,  CA  required  substantial  procedural 
changes  in  workflow  and  paperwork.   Most  agencies 
reported  no  additional  administrative  costs,  but  those 
who  submitted  a  large  volume  of  CA  cases  and/or  were 
less  automated  reported  adding  some  extra  staff, 
primarily  clerical. 

CA  resulted  in  only  marginal  increases  in  FI  costs. 

There  was  some  evidence  that  CA  reduced  the  number  of 
requests  for  reconsideration,  the  first  step  in  the 
appeals  process;  however,  there  were  insufficient  data 
available  at  the  time  of  this  report  to  judge  the  impact 
on  HCFA's  administrative  costs. 
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Impact  on  Program  Costs 

Examination  of  the  effect  of  CA  on  Medicare  home  health 

costs  and  total  Medicare  expenditures  (Part  A  and  Part  B) 

indicates  that: 

On  average,  home  health  expenditures  per  patient  were 
about  7  percent  lover  in  the  Dallas  region  and  4  percent 
higher  in  Illinois  under  CA.  These  differences  were  not 
statistically  significant  when  characteristics  of  the 
patients  and  providers  were  controlled  for.   Thus,  the 
observed  results  might  be  attributable  to  sampling 
variation. 

In  the  Dallas  region,  rates  of  visits  denied  but  paid 
under  waiver  (one  measure  of  "inappropriate"  costs)  were 
twice  as  high  for  cases  at  the  control  agencies 
(1.3  percent),  compared  to  CA  cases  (0.6  percent).   Data 
for  this  analysis  were  not  available  in  Illinois. 

The  impact  of  CA  on  total  Medicare  program  (Part  A  and 
B)  costs  was  similar  in  the  two  regions.   In  the  Dallas 
region,  costs  were  4  percent  higher  in  CA  agencies  and 
in  Illinois  they  were  7  percent  higher  in  the  CA 
agencies;  the  differences  were  not  statistically 
significant. 

Denial  Rates 

Analysis  of  the  impact  of  CA  indicates  that: 

CA  helped  HHA  personnel  better  understand  how  FIs  made 
coverage  decisions.   Few  agencies  thought  that  CA 
improved  their  understanding  of  Medicare-covered 
services,  because  most  thought  they  had  no  problem  in 
that  regard. 

CA  reduced  denials  in  the  Dallas  region,  and  CA  agencies 
had  fewer  visits  denied  but  paid  under  waiver.   From  one 
perspective  this  is  evidence  that  CA  increased  the  rate 
of  payment  for  appropriate  expenditures.   The  denial 
rate  is  so  low  in  that  region  that  the  impact  was 
marginal,  but  improving  an  already  good  situation  is 
evidence  of  a  useful  intervention -strategy. 

consistency  of  Coverage  Determinations 

In  response  to  a  requirement  in  the  legislation  that  the 

accuracy  of  coverage  decisions  under  CA  be  examined,  the 
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evaluator  asked  two  reviewers  at  each  of  the  two  FIs 

independently  to  review  the  same  set  of  cases.   in  tests  for 

consistency  (inter-rater  agreement)  across  reviewers  the 

evaluation  found: 

there  is  a  high  level  of  consistency  among  reviewers 
at  the  same  FI  with  regard  to  retrospective  review 
(the  normal  process) ; 

there  is  substantially  less  agreement  among 
reviewers,  even  at  the  same  FI,  with  respect  to 
approving  CA  requests;  and 

reviewers  at  different  FIs  often  do  not  agree  with 
each  other  on  CA  requests  with  respect  to  approving 
CA  requests; 

OVERVIEW  OF  THE  SNF  DEMONSTRATION  DE8IGN 

As  stated  earlier,  HCFA  also  will  implement  a  demonstration  of 

PA/CA  for  SNFs.   The  underlying  public  policy  goal  of  the  SNF 

demonstration  project  is  to  identify  and  test  a  method  for 

improving  the  process  by  which  SNF  claims  are  currently  reviewed 

by  Medicare.   The  SNF  demonstrations  were  implemented  in  1989, 

after  providers  and  FIs  had  gained  experience  with  the 

substantially  revised  Medicare  coverage  guidelines  established  by 

HCFA  in  1988.   Key  elements  of  the  SNF  demonstration  are  outlined 

below: 

The  program  to  be  implemented  will  include  a  PA 
component:   hospital  personnel  or.  nursing  home  personnel 
who  have  conducted  a  face- to- face  assessment  of  a 
patient  prior  to  nursing  home  admission  may  call  the  FI 
and  request  a  decision  within  24  hours. 

A  CA  program  will  also  be  available  for  patients  already 
in  a  nursing  home. 

The  SNF  projects  will  use  a  classical  experimental 
design.   Potential  Medicare  SNF  patients  will  be 
randomly  assigned  to  the  treatment  group  or  a  control 
group . 
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The  program  will  be  entirely  voluntary  (i.e.,  SNFs  and 
hospitals  will  not  be  required  to  submit  a  PA  or  CA 
request  for  every  treatment  group  patient) ,  but  eligible 
treatment  patients  will  be  informed  of  their  right  to 
request  a  PA  or  CA  decision. 

For  the  experiment,  two  "participating  communities"  will 
be  selected  as  project  sites.   In  participating 
communities,  all  hospitals  and  SNFs  served  by  the 
primary  FI  will  be  informed  of  the  project,  encouraged 
to  use  the  PA  option,  and  trained  in  the  use  of  the 
assessment  instrument  and  PA  protocols. 

Because  the  SNF  demonstration  will  include  both  prior  and 
concurrent  authorization  and  utilize  a  randomized  experimental 
design,  the  evaluation  results  from  this  study  may  provide 
insights  for  possible  improvements  in  the  HHA  CA  program. 
CONCLUSIONS  AND  RECOMMENDATIONS 

Analysis  of  the  6  months  of  the  home  health  pilot  project 

leads  to  somewhat  mixed  conclusions: 

Initial  objectives  of  the  program  largely  appear  to  have 
been  met:   Denials  and  requests  for  reconsideration  were 
reduced  and  providers  reported  that  their  understanding 
of  FI  decisionmaking  improved.  Over  90  percent  of  the 
providers  interviewed  thought  CA  ought  to  be  implemented 
nationally  on  a  voluntary  basis.   There  was  little  or  no 
associated  increase  in  Medicare  program  costs  and  some 
evidence  of  a  slight  improvement  in  the  appropriateness 
of  expenditures  (a  reduction  in  visits  denied  but  paid 
under  waiver) . 

On  balance,  findings  regarding  CA  and  beneficiary  access 
were  more  favorable  than  not,  though  the  ef.ects  were 
generally  small:   There  is  modest  evidence  that 
providers  under  CA  are  willing  to  serve  some  additional 
patients  for  whom  coverage  is  uncertain.   Beneficiaries 
served  by  off-waiver  agencies  received  more  visits  under 
CA,  as  the  program  intended.   In  general,  however, 
patients  in  CA  agencies  and  non-CA  -agencies  received 
about  the  same  number  of  visits.   This  is  good  news  for 
those  who  feared  that  provider  reluctance  to  provide 
additional  visits  beyond  those  initially  authorized  by 
the  FI  and  risk  retroactive  denials  by  the  FI  for  those 
extra  visits  might  lead  to  substantial  reductions  in 
services  provided. 
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Some  areas  of  concern  with  respect  to  access  and  program 
operations  under  CA  were  identified:   (l)  Providers  and 
FIs  reported  difficulties  in  accurately  projecting  the 
appropriate  amount  of  services,  particularly  for  longer 
cases  (where  the  outcome  was  less  certain) .   (2)  CA  was 
associated  with  a  statistically  significant  decrease  in 
visits  for  patients  requiring  a  home  health  aide 
(typically,  longer  cases) ,  which  may  indicate  some 
reduction  in  access  to  care.   Despite  very  little 
evidence  in  the  Dallas  region  of  CA  resulting  in  reduced 
access  to  Medicare-covered  services,  the  situation  might 
be  different  elsewhere.   Reviewers  at  different  FIs  do 
not  agree  on  the  appropriate  decision  regarding  CA 
requests.   This  inconsistency  may  increase  potential 
problems  of  appropriate  access.   (3)  CA  does  increase 
HHA  and  FI  costs,  although  these  incremental  costs  are 
.small.   In  addition,  there  was  some  evidence  of 
increases  in  total  Medicare  program  expenditures  under 
CA.   Although  the  increase  was  not  statistically 
significant,  the  slightly  higher  expenditures  at  both 
project  sites  raises  some  concern  that  should  be 
considered  in  assessing  whether  the  CA  program  should  be 
expanded . 

In  summary,  there  were  both  moderate  benefits  and  costs 
associated  with  CA.   Based  on  findings  from  the  evaluation,  we 
believe  that  home  health  CA  has  demonstrated  sufficient 
beneficial  effects  to  warrant  continued  development  efforts.   If 
strategies  can  be  devised  to  alleviate  potential  access  problems, 
we  believe  expanded  implementation  of  a  voluntary  CA  program  may 
ultimately  prove  desirable. 

For  the  immediate  future  we  recommend:   (1)  that  the  current 
pilot  projects  be  continued,  (2)  that  procedural  modifications  to 
address  potential  access  problems  be  explored,  and  (3)  that  the 
SNF  demonstration  be  studied  for  possible  -improvements  to  the 
home  health  CA  program  in  the  future. 


I.   OVERVIEW  OF  THE  REPORT 

In  the  Omnibus  Budget  Reconciliation  Act  of  1986  (section 
9305(k))(42  U.S.C.  1395x) ,  Congress  mandated  that  the  Department 
of  Health  and  Human  Services  (DHHS)  develop  and  evaluate 
demonstrations  of  prior  authorization  (PA)  and  concurrent 
authorization  (CA)  for  Medicare  coverage  of  home  health  agency 
(HHA)  and  skilled  nursing  facility  (SNF)  services.   The 
legislation  required  that  the  demonstrations  include  at  least 
four  projects.   In  response  to  this  legislation,  the  Health  Care 
Financing  Administration  (HCFA)  implemented  a  pilot  project  in 
July  1987  to  test  CA  of  home  health  services.   This  pilot  was 
implemented  in  Illinois  and  in  States  in  HCFA's  Dallas  region.   A 
separate  demonstration  focusing  on  SNF  services  was  designed  and 
implemented  in  1989. 

In  September  1987  HCFA  awarded  a  contract  to  Lewin/ICF  to 
evaluate  the  HHA  pilot  and  to  design  and  evaluate  the  SNF 
demonstration.   This  document  reports  findings  from  an 
evaluation  of  the  first  6  months  of  the  home  health  pilot 
project.   It  also  describes  the  design  of  the  SNF  demonstration. 
In  response  to  a  requirement  in  the  legislation,  these 
demonstrations  and  their  evaluations  were  designed  in 
consultation  with  an  advisory  panel  that  included  representatives 
of  HHAs,  nursing  homes,  hospitals,  physicians,  and  fiscal 
intermediaries  (FIs) . 

Congress  instructed  the  Secretary  of  DHHS  to  report  to 
Congress  on  the  demonstrations  by  February  1,  1989.   Congress 
instructed  that  the  evaluations  of  the  demonstrations  must 
address  three  major  areas: 
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administrative  and  program  costs  —  The  evaluation  of 
the  demonstrations  had  to  address  the  administrative  and 
program  costs  of  the  demonstrations  in  comparison  with 
administrative  and  program  costs  under  retroactive 
review,  the  usual  way  that  claims  are  reviewed. 

impact  on  access  and  availability  of  serving  —  The 
evaluation  had  to  address  the  impact  of  the 
demonstrations  on  .the  access  to  and  availability  of  SNF 
and  home  health  services  in  comparison  with  retroactive 
review.   The  evaluation  also  had  to  address  the  impact 
of  the  demonstrations  on  timeliness  of  discharge. 

accuracy  —  The  evaluation  also  was  required  to  examine 
the  impact  of  the  demonstrations  on  accuracy  and 
associated  cost  savings  of  payment  determinations  and 
rates  of  claim  reversals  in  comparison  with  retroactive 
review. 


Currently  under  Medicare,  determinations  of  Medicare 
coverage  of  home  health  services  are  made  initially  by  HHAs  and 
SNFs.   Agencies  bill  Medicare  for  services  provided  to 
beneficiaries  whom  they  believe  require  covered  Medicare 
services.   FIs  retrospectively  review  the  services  provided  upon 
receipt  of  a  bill  from  the  agency.   The  intermediary  is 
responsible  for  paying  bills  for  which  they  confirm  that 
Medicare-covered  services  were  rendered  and  denying  bills  for 
noncovered  services. 

In  recent  years,  there  has  been  an  increase  in  the  number  of 
claims  denied  by  intermediaries.   (Denial  rates  appear  to  have 
peaked  in  1986-87,  but  remain  generally  higher  than  at  the  start 
of  the  decade.)   The  home  health  and  nursing  home  industries  have 
expressed  concern  over  this  increase,  partly  on  the  grounds  that 
providers  cannot  adequately  predict  what  intermediaries  will 
consider  to  be  covered  care. 
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Under  PA,  plans  of  treatment  are  submitted  by  providers 
(HHAs  or  SNFs)  to  their  Medicare  FI  and  reviewed  by  the  FI  before 
the  patient's  care  begins.   The  provider  receives  a  justification 
from  the  FI  about  how  many  services  will  be  covered.   Under  CA, 
plans  of  treatment  are  submitted  at  roughly  the  same  time  that  a 
patient's  care  begins  and  reviewed  a  few  days  later.   Both  PA  and 
CA  give  providers  greater  certainty  about  what  services  will  be 
covered,  thus  potentially  reducing  the  number  of  services  denied 
without  increasing  Medicare  expenditures.   The  home  health  pilot 
tested  only  CA  because  of  concern  about  capabilities  to  submit 
and  review  PA  requests  quickly  enough  to  avoid  delay  in  HHA 
admission  decisions.   (We  tentatively  plan  to  include  both  PA  and 
CA  in  the  SNF  demonstration.) 

This  report  describes  evaluation  findings  in  regard  to  the 
three  congressionally-mandated  issues  mentioned  above  for  the 
home  health  pilot.   The  findings  are  based  on  interviews  with 
providers  in  Illinois  and  the  Dallas  region  and  analysis  of  two 
specially  prepared  data  sets  composed  of  Medicare  claims  and 
plans  of  treatment.   The  outline  of  the  proposed  design  of  the 
SNF  demonstration,  which  will  be  implemented  in  1989,  also  is 
described  here. 
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II.   PROJECT  DESIGN  AND  IMPLEMENTATION 

CA  pilot  projects  were  implemented  in  Illinois  and  in  the 

States  in  HCFA  Region  VI  (Dallas)  —  Texas,  Oklahoma,  Arkansas, 

Louisiana,  and  New  Mexico.1  These  projects  started  in  July  1987 

and  are  still  ongoing.   The  basic  procedures  to  be  implemented 

were  developed  by  HCFA's  Bureau  of  Program  Operations  (BPO) ,  but 

the  FIs  had  some  discretion  so  the  two  projects  were  not 

identical.   Materials  prepared  by  BPO  for  intermediaries  stated 

that  the  goals  of  the  program  were: 

to  advise  HHAs  of  Medicare  coverage  as  early  as 
possible, 

to  reduce  retroactive  denials, 

to  improve  provider  knowledge  of  Medicare-covered 
services,  and 

to  reduce  the  number  of  appeals. 

Key  features  of  the  pilot  include: 

in  Illinois,  all  providers  were  invited  initially  to 
participate  in  the  pilot,  but  participation  was  limited 
to  the  initial  applicants  for  the  duration  of  the  pilot, 

in  the  Dallas  region,  all  providers  were  free  to  enter 
or  withdraw  from  the  pilot  at  any  time, 

participating  providers  could  choose  to  submit  all  cases 
or  only  selected  cases  for  CA, 

cases  to  be  submitted  for  CA  had  to  be  submitted  to  the 
FI  by  participating  agencies  within  5  days  (later 
changed  to  7  days)  after  the  start  of  care, 


1  Only  agencies  served  by  the  two  regional  FIs — Illinois 
Blue  Cross  and  New  Mexico  Blue  Cross/Blue  Shield — were  included. 
Additionally,  for  Illinois  Blue  Cross,  only  agencies  in  the  State 
of  Illinois  were  included. 
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upon  receiving  the  provider's  request  for  CA,  the  FI  had 
5  days  to  review  the  request  and  notify  the  providers  of 
any  visits  not  authorized, 

providers  were  allowed  to  provide  and  bill  for  more 
visits  than  were  concurrently  authorized.   In  these 
cases,  the  agency  had  to  submit  the  usual  documentation 
that  accompanies  bills  under  the  standard  retroactive 
review  process,  and 

for  concurrently  authorized  cases,  the  visits 
concurrently  approved  were  automatically  paid  by  the  FI 
with  no  additional  review  procedures. 

Providers  gave  a  variety  of  reasons  why  they  did  or  did  not 
choose  to  participate  in  CA.   The  most  common  reasons  cited  for 
participating  were  a  desire  to  decrease  their  denial  rates,  to 
improve  their  understanding  of  FI  interpretations  of  Medicare 
coverage  criteria,  and  to  gain  experience  with  CA  before  it  was 
implemented  nationally.   In  Illinois,  an  additional  important 
reason  nonparticipating  providers  gave  for  not  participating  was 
that  they  were  undergoing  some  type  of  change  within  their  agency 
at  the  time  the  CA  pilot  was  implemented.   In  Dallas, 
nonparticipants  said  concerns  about  the  specifics  of  the  CA 
project  prevented  them  from  participating. 

We  found  that  approximately  4  5  percent  of  providers  in  the 
Dallas  region  participated  at  some  time  during  the  demonstration 
and  that  25  percent  of  providers  in  Illinois  participated.   The 
participation  rate  was  lower  in  Illinois  because  participation 
was  limited  to  the  agencies  that  attended  the  initial  orientation 
meeting,  while  agencies  in  the  Dallas  reg-ion  could  choose  to 
participate  at  any  time. 
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Nearly  all  participating  agencies  reported  that  they  were 
generally  pleased  with  the  implementation  of  the  pilot  by  the 
FIs.   The  only  substantial  problem  was  that  virtually  all 
providers  felt  that  5  days  was  not  enough  time  to  submit  cases 
for  CA,  particularly  for  cases  involving  therapies.   This  time 
limit  was  extended  to  7  days  in  November  1987. 

We  examined  the  characteristics  of  participating  and 
nonparticipating  agencies  to  see  if  certain  variables  were 
associated  with  the  likelihood  of  participation.   In  the  Dallas 
region,  the  characteristics  of  participating  and  nonparticipating 
agencies  were  similar.   Participants  were  primarily  small, 
nonhospital-based,  proprietary,  urban,  on  waiver2,  and  located  in 
Texas,  New  Mexico,  or  Louisiana.3   In  Illinois  about  one-third  of 
the  agencies  in  each  group  were  hospital-based  and  the  majority 
were  urban.   Participating  and  nonparticipating  Illinois  agencies 
differed  on  the  basis  of  size,  ownership,  and  waiver  status. 

We  found  that  participation  rates  of  HHAs  varied  by 
different  key  characteristics  in  the  two  regions: 


2  Under  the  authority  of  section  1879  of  the  Social  Security 
Act,  HHAs  that  have  denial  rates  less  than  2.5  percent  in  a 
quarter  and  comply  with  certain  other  requirements  are  presumed 
not  to  know  that  the  noncovered  care  they  furnished  was  excluded 
from  Medicare  coverage.   Thus,  during  that  quarter  the  HHA  can 
qualify  for  Medicare  payment  for  these  services  without  having  to 
prove  on  a  case-by-case  basis  that  they  did  'hot  have  such 
knowledge.   These  agencies  are  said  to  be  "on  waiver."   HHAs  that 
do  not  qualify  for  this  limitation  of  liability  are  referred  to 
as  "off  waiver. " 

3  The  Dallas  regional  intermediary,  New  Mexico  Blue 
Cross/Blue  Shield,  serves  hospital-based  HHAs  only  for  agencies 
in  New  Mexico. 
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although  more  small  HHAs  than  large  agencies 
participated  in  CA  in  terms  of  numbers .  based  on 
percentages  of  total  HHAs  that  participated,  large 
agencies  were  more  likely  to  participate  in  both 
regions, 

in  the  Dallas  region,  hospital-based  agencies  were  more 
likely  to  participate, 

agencies  that  were  off  waiver  were  more  likely  to 
participate  in  the  Dallas  region  but  not  in  Illinois, 

in  the  Dallas  region,  providers  in  New  Mexico  and 
Louisiana  were  more  likely  to  participate  than  providers 
in  other  States  in  the  Dallas  region,  and 

in  Illinois,  nonprofit  agencies  were  more  likely  to 

participate. 

In  general,  agencies  reported  that  they  liked  CA,  although 

some  found  the  required  reorganization  of  workflow  to  be  too 

burdensome.   Providers'  experience  with  CA  evolved  over  time  — 

some  stopped  participating,  but  many  continued  and  became  more 

comfortable  with  the  procedures.4  Providers  reported  that  they 

changed  their  strategies  for  using  CA  over  time.   Overall,  as  one 

would  expect,  agencies  submitted  a  larger  proportion  of  cases  for 

which  they  believed  Medicare  coverage  was  questionable  rather 

than  straightforward.   Participating  agencies  generally  followed 

one  of  four  strategies  for  submitting  cases  for  CA: 

"high  participators"  —  about  4  0  percent  of  interviewed 
agencies  submitted  as  many  cases  as  possible  for  CA. 

"questionable  case  submitters"  —  about  3  0  percent  of 
interviewed  agencies  focused  on  submitting  cases  for 
which  they  were  uncertain  about  coverage. 


4  Twelve  of  50  (24  percent)  providers  in  Illinois 
discontinued  participation.   One-third  of  these  ci-ed 
administrative  concerns.   Others  cited  reasons  such  as  a  lack  of 
questionable  cases  or  internal  agency  changes. 
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"easy  case  submitters"  —  about  10  percent  of 
interviewed  agencies  submitted  cases  that  were  easy  to 

document. 

"whatever  submitters"  —  about  2  0  percent  of  interviewed 
agencies  followed  no  discernible  strategy. 

Empirical  analysis  of  the  participating  agencies  in  the 

Dallas  region  indicated  that  of  the  participating  agencies, 

17  percent  submitted  no  more  than  10  percent  of  their  plans  of 

treatment  for  CA,  and  12  percent  submitted  90-100  percent  of 

their  plans  to  CA.   Most  agencies  submitted  40-80  percent  of 

their  plans  of  treatment  for  CA.   Overall,  participating  HHAs  in 

the  Dallas  region  submitted  53  percent  of  their  treatment  plans 

for  CA.   Comparable  data  were  not  available  in  Illinois. 
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III.   EVALUATION  DESIGN 


Because  the  home  health  care  component  of  the  project  was 

implemented  as  a  pilot  study,  we  used  the  following  strategy  to 

evaluate  the  pilot: 

Because  the  pilots  were  conducted  differently  in  the  two 
areas,  they  were  analyzed  separately. 

A  cross-sectional  analysis  was  used  to  compare  the 
outcomes  of  interest  on  access,  costs,  and  denial  rates 
between  agencies  that  used  CA  and  those  that  did  not. 
An  interrupted  time  series  analysis  was  not  feasible 
because  there  were  too  many  unrelated  changes  in  the 
environment  at  the  time  of  the  pilot  implementation  and 
because  necessary  data  for  the  pre-  or  post-periods  was 
not  available. 

Matched  samples  of  participating  and  nonparticipating 
providers  in  Illinois  and  the  Dallas  region  were 
compared. 

The  analyses  controlled  for  age,  diagnosis,  prior 
hospitalization,  and  type  of  visit  at  the  patient  level 
and  for  provider  characteristics.   No  data  were 
available  on  race,  ethnicity,  or  marital  status. 

In  the  Dallas  region  a  sample  of  81  participating  and  81 
nonparticipating  agencies  was  selected.   In  Illinois,  a  sample 
consisting  of  all  50  participating  agencies  and  a  matched  sample 
of  50  nonparticipating  agencies  was  chosen.   After  considering  a 
number  of  stratification  variables  that  might  be  related  to  the 
impact  of  the  CA  pilot  on  cost  and  access,  the  samples  were 
matched  using  the  following  four  variables:   waiver  status, 
hospital  affiliation,  size,  and  urban/rural  status. 


5  Urban/rural  status  was  not  used  in  selecting  the  Illinois 
sample  because  of  small  frequencies  in  some  ceil::. 
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For  each  of  the  agencies  in  the  samples,  two  types  of  data 
were  collected:   1)  patient-level  data  on  Medicare  claims;  and 
Z)  case-level  data  on  plans  of  treatment  and  their  associated 
claims.   In  Illinois,  we  were  only  able  to  collect  the  second 
type  of  data  for  11  participating  and  11  nonparticipating 
agencies. 

The  patient-level  data  base  was  constructed  from  Medicare 
UNIBILL  data,  using  a  prospective  "tap"  to  capture  all  Part  A  and 
3  claims  for  all  patients  in  the  two  regions  who  had  a  Medicare 
home  health  claim.   The  "tap"  included  all  claims  received  and 
processed  by  HCFA  between  July  1,  1987,  and  June  30,  1988.   For 
this  evaluation,  claims  were  extracted  for  those  persons  who 
received  home  health  services  between  July  1,  1987,  and  December 
31,  1987.   Data  were  analyzed  at  the  agency  level  comparing 
persons  within  the  two  groups  of  agencies. 

The  case-level  data  base  included  all  plan  of  treatment 
records  and  all  claims  with  certification  or  recertification 
dates  between  July  1,  1987,  and  December  31,  1987.   The  two  files 
were  linked  to  permit  comparisons  using  information  from  both 
files.   To  analyze  these  data,  the  cases  in  participating 
agencies  were  divided  on  the  basis  of  whether  they  were  submitted 
for  CA  or  not.   A  case  was  defined  as  a  "certification"  or  a 
"recertification. " 

There  are  several  limitations  to  this  study  that  should  be 
taken  into  account  when  interpreting  the  results.   First,  the 
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results  are  based  on  analysis  of  the  first  6  months  of  CA.6  It 
is  likely  that  there  was  a  learning  curve  for  providers 
participating  in  CA.   Many  providers  indicated  that  they  had 
changed  their  approach  to  CA  during  this  initial  period.   Thus, 
the  full  effect  of  CA  probably  would  not  be  apparent  during  this 
relatively  short  period. 

Second,  lack  of  random  assignment  of  HHAs  to  the  groups  used 
for  ccnparison  leads  to  probable  selection  bias,  although  the 
evaluation  attempted  to  reduce  the  effect  of  this  by  controlling 
for  certain  characteristics  when  we  matched  the  samples.   Third, 
the  characteristics  of  the  agencies  that  participated  in  the 
study  nay  be  different  from  the  characteristics  of  those  that 
would  participate  in  a  general  CA  system.   This  is  complicated  by 
the  additional  factor  that  the  coverage  determination  practices 
and  operational  procedures  may  vary  across  FIs  are  very 
different.   CA  as  implemented  by  one  FI  could  be  different  from 
CA  implemented  by  another. 


6  The  pilot  was  originally  only  intended  to  last  for  6 
months.   It  has  been  continued  in  both  Illinois  and  the  Dallas 
region.   In  Illinois,  however,  there  was  a  period  of  uncertainty 
about  whether  CA  would  continue  and  many  providers  ceased 
submitting  CA  requests  after  December  31,  1987,  for  a  period  of  a 
few  weeks  or  a  few  months. 
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IV.  IMPACT  ON  ACCESS/AVAILABILITY  OP  SERVICES 

As  previously  noted,  the  stated  goals  of  the  home  health  CA 
project  were  to  reduce  retroactive  denials  and  appeals  and  to 
improve  provider  understanding  of  Medicare  coverage.   Because  CA 
can  have  the  unintended  effect  of  reducing  appropriate  access  to 
needed  services  if  the  initial  authorization  decision  is 
misinterpreted,  Congress  required  that  the  evaluation  address 
"the  impact  of  the  demonstrations  on  the  access  to  and 
availability  of  .  .  .  home  health  services  in  comparison  to 
retroactive  review."  Some  observers  additionally  hoped  that  CA 
would  actually  increase  access,  by  mitigating  providers'  concerns 
about  the.  financial  consequences  of  retroactive  denials  in  cases 
where  coverage  was  less  certain. 

The  relationship  between  CA  and  beneficiary  access  was 
analyzed  from  three  perspectives:   (1)  provider  willingness  to 
participate  in  the  Medicare  program,  (2)  provider  willingness  to 
serve  particular  beneficiaries  for  whom  coverage  is  uncertain, 
and  (3)  the  number  of  visits  received  by  those  accepted  for  care. 
The  results  are  discussed  below.   On  balance,  they  were  more 
favorable  than  not,  though  the  effects  were  generally  small.   In 
addition,  some  areas  of  concern  with  respect  to  CA  and  access 
were  identified. 
Aaencv  Participation  in  the  Medicare  Program 

A  necessary  condition  for  beneficiary  access  to  Medicare 
home  health  care  is  that  a  sufficient  number  of  agencies 
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participate  in  the  program.   After  a  period  of  rapid  growth,  the 
number  of  Medicare-certified  HHAs  began  declining  in  mid-1987 
coincident  with  an  increase  in  denials. 

This  project  was  not  designed  to  assess  directly  the  longer 
range  impact  of  CA  on  provider  participation  in  the  Medicare 
program.   Nevertheless,  some  of  the  findings  suggest  that  CA  may 
improve  provider  confidence  in  the  program,  which  has  important 
implications  for  access  in  the  long  run.   First,  more  than 
90  percent  of  the  agencies  interviewed  liked  CA  and  thought  it 
should  be  continued  on  a  voluntary  basis.   Second,  as  intended, 
CA  was  associated  with  a  reduction  in  the  rate  of  retroactive 
denials  (see  Section  VII) - 

In  spite  of  these  findings,  it  should  be  noted  that  Medicare 
reimbursement  rates  and  the  relative  supply  of  non-Medicare 
patients  are  likely  to  have  a  substantially  greater  impact  on 
agency  participation  in  the  Medicare  program  (and  thus  on  the 
availability  of  home  health  services  for  Medicare  patients)  than 
CA. 
willingness  to  Serve  Beneficiaries  for  Whom  Coverage  Is  Uncertain 

Most  agencies  interviewed  did  not  think  that  CA  had  a 
substantial  impact  on  the  types  of  cases  they  accepted.  About 
10  percent  volunteered  that  they  were  already  as  aggressive  as 
possible  about  getting  Medicare  coverage  and  willing  to  take 
risks  with  different  types  of  patients.   Many  noted  that  the 
impact  of  general  Medicare  coverage  rules  on  access  overwhelmed 
any  marginal  impact  of  CA. 
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About  half  of  those  interviewed  however,  said  they  thought 
CA  did  improve  access  for  some  patients  for  whom  coverage  was 
uncertain,  and  about  one-third  of  the  agencies  could  describe 
actual  situations  where  they  accepted  questionable  cases  that 
they  might  not  have  without  CA. 

In  addition  to  interviewing  providers  about  this  issue,  the 
evaluation  looked  at  the  statistical  evidence  regarding  types  of 
cases  served  by  the  81  CA  agencies  in  the  Dallas  region,  compared 
to  the  SI  matched  control  agencies.   This  analysis  considered  46 
different  case  characteristics  (e.g.,  functional  limitation 
status)  and  found  that  the  distribution  of  cases  was  virtually 
identical  for  CA  and  non-CA  agencies  with  two  exceptions.   First, 
30  percent  of  cases  served  by  non-CA  agencies  required  complete 
or  partial  bed  rest,  while  only  23  percent  of  CA  cases  were 
similarly  physically  disabled.   Second,  only  3  percent  of  cases 
served  by  non-CA  agencies  were  said  to  have  functional 
limitations  due  to  a  mental  condition,  while  17  percent  of  cases 
served  by  CA  agencies  fell  into  this  category.   It  is  possible 
that  persons  whose  home-bound  status  and  need  for  help  is  more 
difficult  to  document  (because  they  are  less  obviously  physically 
disabled)  may  have  increased  access  under  CA.   None  of  the 
providers  interviewed,  however,  cited  this  type  of  situation  as 
an  example  of  the  impact  of  CA. 
The  Number  of  Visits  Received 

The  third  access  issue  analyzed  was  use  rates,  measured  by 
the  number  of  home  health  visits  received  per  beneficiary.   The 
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hdme  health  industry  has  expressed  concerns  that  fewer  home 
health  visits  are  being  approved  for  covered  patients.   Agencies, 
fearing  partial  denials,  may  terminate  care  prematurely  for  cases 
where  they  are  unsure  about  the  appropriate  frequency  and 
duration  of  care.   It  was  thought  that  the  availability  of  CA 
might  reduce  the  occurrence  of  these  situations  and,  thereby, 
increase  the  number  of  visits  for  some  patients. 

Conversely,  there  are  two  ways  in  which  CA  might  lead  to 
lower  use  rates.   The  CA  program  offers  agencies  the  opportunity 
to  learn  at  the  beginning  of  a  patient's  start  of  care  whether 
the  visits  that  they  are  planning  to  provide  are  likely  to  be 
covered  and  paid  by  the  FI.   If,  as  a  result  of  CA,  providers 
come  to  better  understand  Medicare  coverage  as  interpreted  by  the 
FI,  providers  may  reduce  the  amount  of  uncovered  Medicare 
services  they  provide.   Under  the  retroactive  review  process, 
beneficiaries  receive  some  home  health  services  for  which 
Medicare  payment  is  ultimately  denied  by  the  FI  because  it  is  not 
covered  by  Medicare,  even  though  it  may  be  needed.   A  second  and 
more  serious  threat  to  appropriate  access  could  occur  if  agencies 
did  not  provide  services  beyond  those  initially  authorized  even 
when  medically  necessary  and  probably  covered,  in  order  to 
eliminate  the  risk  of  retrospective  denials. 

The  statistical  evidence  (available  only  in  the  Dallas 
region)  indicates  that  providers  usually  do  provida  more  care 
than  initially  authorized,  when  warranted.   If  providers  are 
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misinterpreting  the  initial  CA  decision  to  the  detriment  of 

appropriate  access,  it  is  occurring  in  relatively  few  cases: 

In  69  percent  of  cases,  the  number  of  visits 
requested  was  fully  authorized  (this  represents 
79  percent  of  visits  requested) . 

In  31  percent  of  cases,  fewer  visits  were  authorized 
than  requested.   Of  those  31  percent,  nearly  half 
(41  percent)  died,  were  rehospitalized,  recovered, 
or  moved  away  before  reaching  the  authorized  limit 
on  services. 

Of  the  remainder  of  the  31  percent,  16  percent 
received  just  the  number  of  visits  initially 
authorized,  while  84  percent  received  more. 

These  statistical  findings  are  consistent  with  information 
derived  from  interviews  with  providers.   About  2  0  percent  of  the 
providers  we  interviewed  stated  that  when  fewer  visits  were 
authorized  for  a  case  than  initially  requested,  the  agencies 
generally  provided  just  the  amount  requested.   Because  most  cases 
are  either  fully  authorized  or  "drop  out"  before  reaching  the 
authorized  limit,  however,  the  16  percent  of  cases  where  agencies 
did  not  risk  providing  as  many  visits  as  originally  requested 
represented  less  than  3  percent  of  all  cases  served  by  CA 
agencies  in  the  Dallas  region. 

We  also  compared  the  actual  number  of  visits  received  by 
patients  served  by  CA  agencies  to  those  served  by  non-CA 
agencies.   Multivariate  regression  analyses  were  used  to  control 
for  the  simultaneous  effects  of  age,  diagnosis,  type  of  visit, 
and  the  characteristics  of  providers.   Eaeft  of  these  effects  is 
associated  with  differences  among  patients  in  the  number  of 
visits  received. 
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Table  1  summarizes  the  results  of  the  multivariate 
regression  model  used  in  the  Dallas  region  and  Illinois. 
Exploration  of  several  models  led  to  the  conclusion  that  CA  had 
different  effects  for  different  types  of  patients  and  agencies. 
Two  important  factors  were  whether  the  patient  received  home 
health  aide  visits  and  whether  the  agency  was  on  or  off  waiver. 

Table  1  indicates  that  there  are  a  number  of  similarities 
between  the  Dallas  region  and  Illinois  in  terms  of  the  number  of 
visits  received.   For  example,  in  both  the  Dallas  region  and 
Illinois',  the  number  of  visits  received  by  patients  who  required 
home  health  aide  visits  was  significantly  higher  than  for  other 
patients  (in  the  Dallas  region  these  patients  received  60  more 
visits  on  average,  and  in  Illinois  they  received  35  more  visits) . 
In  both  areas,  patients  in  off-waiver  agencies  received  fewer 
visits . 

The  multivariate  regressions  shown  in  Table  1  allowed 
examination  of  the  effect  of  CA  on  different  types  of  patients  in 
different  types  of  agencies.   Tables  2  and  3  summarize  the  effect 
of  CA  on  four  groups  of  patients  in  the  Dallas  region  and 
Illinois,  respectively.   The  regressions  separated  CA  patients  in 
each  area  into  four  groups:   1) patients  in  on-waiver  agencies 
with  home  health  aide  visits;  2)  patients  in  on-waiver  agencies 
without  home  health  aide  visits;  3)  patients  in  off-waiver 
agencies  with  home  health  aide  visits,  and"  4)  patients  in  off- 
waiver  agencies  without  home  health  aide  visits. 
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TABLE  1 

SUMMARY  OF  MULTIVARIATE  REGRESSIONS  OF  VISITS 
PER  PATIENT  IN  THE  DALLAS  REGION  AND  ILLINOIS 


Dallas  Region 


Illinois  Region 


Variable 

Coefficient 
-2.4 

Prob.=0 
.0915 

Coefficient 
-0.7 

Prob.=0 

CA 

0.3643 

Age  65-74 

-7.2 

.0001 

1.8 

0.1773 

Age  75-34 

-4.4 

.0028 

1.3 

0.2821 

Age  8  5  and  over 

-0.7 

.7021 

1.2 

0.4084 

CV  Disorder 

-8.2 

.0041 

-0.01 

0.9980 

Pulmonary 

-16.0 

.0009 

-10.3 

0.0096 

Atherosclerosis 

-13.5 

.0082 

1.9 

0.6857 

Diabetes 

1.7 

.4997 

16.2 

0.0001 

Heart  Failure 

-16.1 

.0001 

-5.0 

0.0247 

Fractures 

-20.8 

.0001 

-9*8 

0.0055 

Home  Health  Aide 

Visit 

60.5 

.0001 

35.0 

0.0001 

Death 

-22.8 

.0001 

-12.5 

0.0001 

Readmission 

9.3 

.0001 

4.4 

0.0001 

Hospital  Based  HHA 

-14.1 

.0009 

-6.2 

0.0001 

For-Profit  HHA 

0.6 

.5721 

3.1 

0.0033 

Rural  HHA 

2.6 

.0531 

6.4 

0.0001 

Medium  HHA 

1.3 

.3355 

4.6 

0.0001 

Large  HHA 

4.7 

.0006 

4.1 

0.0004 

Off  Waiver  HHA 

-3.3 

.0937 

-2.5 

0.0735 

CA  *  Home  Health 

Aide  Visit 

-6.9 

.0004 

-3.6 

0.0077 

CA  *  Off  Waiver  HHA   6.5 

.0102 

8.9 

0.0001 

Constant 

20.2 

.0001 

14.1 

0.0001 

SOURCE:  Lewin/ICF  analysis  of  Medicare  claims  records  processed 

during  the  7/1/87  -  6/30/88  period  for  patients  receiving 
home  health  services  during  the  period  of  7/1/87  - 
12/31/87. 
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TABLE  2 


EFFECT  OF  CA  ON  THE  NUMBER  OF  HOME  HEALTH  VISITS 
BILLED  IN  THE  DALLAS  REGION^ 


On  Waiver  Off  Waiver 

No  Home  Health  Aide  Visits        -2.37  4.13 

(0.0915)       (0.0826) 

Home  Health  Aide  Visits  -9.28         -2.78 

(0.0001)        (0.2779) 


1/   The  number  in  parentheses  is  the  p  value. 

SOURCE:  Lewin/ICF  analysis  of  Medicare  claims  records  processed 

during  the  7/1/87  -  6/30/88  period  for  patients  receiving 
home  health  services  during  the  period  of  7/1/87  - 
12/31/87. 


TABLE  3 

EFFECT  OF  CA  ON  THE  NUMBER  OF  HOME 
HEALTH  VISITS  BILLED  IN  ILLINOIS^7 


On  Waiver  Off  Waiver 

No  Home  Health  Aide  Visits       -0.72        8.22 

(0.3643)      (0.0001) 

Home  Health  Aide  Visits  -4.35        4.59 

(0.0003)      (0.0148) 


1/   The  number  in  parenthesis  is  the  p  value. 

SOURCE:  Lewin/ICF  analysis  of  Medicare  claims  records  processed 

during  the  7/1/87  -  6/30/88  period-  for  patients  receiving 
home  health  services  during  the  period  of  7/1/87  - 
12/31/87. 
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This  analysis  indicated  that,  in  both  regions,  patients  in 
off-waiver  agencies  received  more  visits  under  CA.   in  Dallas, 
patients  served  by  off-waiver  agencies  who  did  not  receive  home 
health  aide  services  (12  percent  of  Dallas  CA  patients)  received 
4.1  more  visits  under  CA,  while  patients  with  home  health  aide 
services  (10  percent  of  Dallas  CA  patients)  received  2.78  fewer 
visits  of  all  types.   The  latter  finding  was  not  statistically 
significant.   In  Illinois,  all  patients  served  by  off-waiver 
agencies  (37  percent  of  all  CA  patients)  received  a  significantly 
higher  number  of  visits  —  8.2  more  visits  for  patients  without 
home  health  aide  visits  and  4.6  more  visits  for  patients  with 
home  health  aide  visits. 

Conversely,  in  both  the  Dallas  region  and  Illinois  patients 
in  on-waiver  agencies  who  also  received  home  health  aide  visits 
received  fewer  visits  under  CA  —  9.3  fewer  visits  in  the  Dallas 
region  and  4.4  fewer  visits  in  Illinois.   These  patients 
represented  3  3  percent  of  the  CA  patients  in  the  Dallas  region 
and  8  percent  of  CA  patients  in  Illinois.   The  likely  explanation 
for  this  finding  is  that  patients  who  require  home  health  aide 
visits  typically  have  requests  for  a  large  number  of  visits. 
Some  of  these  visits  are  not  authorized.   Because  some  agencies 
are  reluctant  to  bill  for  more  visits  than  the  number  authorized, 
some  of  these  patients  receive  fewer  visits. 
The  Nuiwfe«»r  Q^  Visits  Requested  and  Authorised 

A  key  question  is  whether  the  CA  process  encourages  agencies 
to  request  more  visits  than  they  would  have  billed  for  under 
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retrospective  review.   The  evaluation  found  that  CA  agencies  did 
request  more  visits  than  non-CA  agencies  bill  for  on  a  per 
patient  basis.   Non-CA  agencies,  however,  also  requested  more 
visits  in  their  plans  of  treatment  than  they  actually  billed  for 
under  retrospective  review.   In  fact,  the  number  of  visits 
requested  per  visit  billed  for  was  almost  the  same  in  the  CA 
agencies  and  the  control  group.   Thus,  it  does  not  appear  that  CA 
agencies  generally  inflated  their  initial  requests.   (This 
confirms  what  providers  told  us  in  interviews.) 

Of  the  total  requests  for  CA,  about  77  percent  of  the  visits 
that  were  requested  were  authorized.   An  interesting  question  is 
whether  the  percent  of  requested  visits  that  were  authorized  for 
a  given  case  varied  by  characteristics  such  as  diagnosis,  type  of 
visit  requested,  or  whether  a  case  was  a  "grey  area"  case.   The 
evaluation  found  little  variation  in  the  percent  of  visits 
authorized.   The  only  exceptions  were  that  the  authorization  rate 
was  particularly  low  for  myocardial  infarction  or  cardiac  cases 
and  high  for  social  work  and  physical  therapy  cases.   In 
addition,  the  percentage  of  visits  authorized  was  significantly 
smaller  for  requests  for  20  visits  or  more.   For  cases  requesting 
fewer  than  20  visits,  83  percent  of  visits  were  authorized.   When 
20  or  more  visits  were  requested,  only  7  5  percent  of  the  visits 


The  number  of  visits  billed  is  less  than  the  number  on  the 
plan  of  treatment  accompanying  bills  in  the  normal  process  under 
several  circumstances:   some  patients  are  discharg  d  because  they 
recover  more  quickly  than  expected,  some  patients  cie,  some  are 
rehospitalized,  some  are  admitted  to  a  nursing  home,  and  some 
leave  the  area. 
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were  authorized.   This  suggests  that  the  FIs  were  reluctant  to 
authorize  visits  that  were  going  to  occur  later  in  a  treatment 
period,  where  coverage  was  more  uncertain. 
Impact  of  CA  on  Timeliness  of  Discharge 

To  examine  the  impact  of  CA  on  timeliness  of  discharge  in 
the  Dallas  region,  the  evaluation  compared  prior  hospital  lengths 
of  stay  for  patients  in  the  CA  agencies  and  the  control  group. 
Hospital  lengths  of  stay  were  slightly  lower  for  patients  with  a 
prior  hospitalization  in  the  CA  agencies.   The  differences, 
however,  were  not  statistically  significant. 

When 'the  impact  of  CA  on  timeliness  of  discharge  in  Illinois 
was  looked  at,  the  analysis  found  that  patients  in  the  50  CA 
agencies  had  longer  hospital  lengths  of  stay  than  patients  in  the 
non-CA  agencies.   This  difference  was  not  statistically 
significant. 
Impact  of  CA  on  Rehospitalization  and  Death 

The  impact  of  CA  on  the  rates  of  rehospitalization  and  death 
also  was  examined.   In  the  Dallas  region  and  Illinois  the  rates 
of  rehospitalization  were  about  4  percent  and  6  percent  lower, 
respectively,  in  the  CA  agencies.   Mortality  rates  in  the  CA 
agencies  were  about  20  percent  lower  in  the  Dallas  region  and 
3  percent  lower  in  Illinois.   The  results  for  mortality  rates 
must  be  interpreted  with  caution  because  no  more  than  7  percent 
of  cases  died  in  any  group,  and  only  deaths  that  occurred  during 
a  period  of  Medicare  coverage  could  be  included  in  the  analysis. 
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V.   IMPACT  ON  ADMINISTRATIVE  COSTS 

Examination  of  the  impact  of  CA  on  administrative  costs 
indicates  that  CA  required  HHAs  to  reorganize  their 
administrative  activities.   At  the  aaencv  level,  the  costs  of 
•participating  in  CA  varied  considerably,  depending  on  how  the 
individual  agency  chose  to  use  CA.   More  than  half  of  the 
agencies  we  interviewed  that  submitted  less  than  half  of  their 
cases  for  CA  reported  incurring  no  additional  administrative 
costs.   In  contrast,  about  half  of  the  agencies  that  submitted 
more  than  7  5  percent  of  their  cases  for  CA  reported  hiring  extra 
staff,  paying  for  more  overtime  work,  or  incurring  other 
additional  costs  (see  Table  4) . 

The  impact  on  HCFA ' s  administrative  costs  could  not  be  fully 
assessed.   Implementing  and  operating  the  CA  systems  required 
some  additional  costs  for  the  two  FIs,  although  these  costs 
appeared  to  be  low.   It  was  hypothesized  that  CA  would  reduce  the 
number  of  appeals,  which  ultimately  would  reduce  Medicare 
administrative  costs  associated  with  processing  appeals.   There 
was  some  evidence  that  CA  reduced  the  number  of  requests  for 
reconsideration,  the  first  step  in  the  appeals  process.   For 
example,  the  matched  control  group  of  81  nonparticipating 
providers  in  the  Dallas  region  filed  requests  for  reconsideration 
for  twice  the  number  of  cases  (41)  as  did  the  81  sample  CA 
agencies  (20)  for  services  provided  during  the  demonstration  . 
period  (see  Table  5)  .   Only  a  small  number  of  such  requests 
ultimately  result  in  an  appeal.   At  the  time  of  this  report, 
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there  was   insufficient   information  available  on  appeals  and  their 
resolution  to  assess  this   situation  completely. 
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TABLE  4 


NUMBER  OF  AGENCIES  MENTIONING  VARIOUS  TYPES  OF 

COST  INCREASES  ASSOCIATED  WITH  CA, 

BY  PERCENT  OF  CASES  SUBMITTED  FOR  CA 


Perceni  of  Cases  St 

ihmitted  for 

CA 

Tvoes  of  Coms 

<:o 

20-50^ 

50-75% 

75  -  100% 

No  Additional  Direct 
Expenditures 

16  (76%) 

6  (50%) 

8  (50%) 

16  (76%) 

Overtime 

1  (5%) 

0  (0%) 

3  (19%) 

4  (15%) 

Extra  Staff 

:  fiiro 

5  (42%) 

2  (13%) 

7  (26%) 

Other  (Equipment. 
Federal  Express. 
Messenccr  Services. 

:  riic*} 

:  (\s7c) 

4  (25%) 

7  (26%) 

etc.) 

TOTAL  AGENCIES 
INTERVIEWED 

:i 

12 

16 

27 

Notes: 

(1)             Info 

rmation  was 

obtained 

in 

response  to 

an  ope 

question,  with  follow-up,  about  the  costs  associated  with 
participating  in  CA. 

(2)     Percentages  add  to  more  than  100  percent  because  some 
agencies 
mentioned  more  than  one  type  of  direct  expenditure. 


SOURCE:    Lewin/ICF  interviews  with  selected  agencies 

participating  in  CA  in  Illinois  and  the  Dallas  region. 
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T ABLE  3 

REQUESTS  FOR  RECONSIDERATION 

BY  PARTICIPANTS  OO  NON  PARTICIPANTS 

(BEFORE  AND  AFTER  THE  IMPLEMENTATION  Of  CA) 


AGEVCIF.S 


CA  AGENCIES 


CONTROL  CROUP 


■"ITT  ■  i:  MTI 


LLC?  ■  fc.VHT 


7- ITT  •  I!  J  ITT 


uvr  -«7»<t7 


CM  IAS  RFC1QS 


^mktr  •(  Ag«acM«  la  Sample 
•-«m»»r  of  Afaaoa*  Filinf  (»r 

k«MII«IIM 
^•rr»fe*r  •{  R«t  laaiairaliaa  Cims 


107 


^im4*f  •(  CumNtHvtr  •!  Afaaci**  l.J- 

■  n  daaiaia 


It  i«l*  •iimtti' 


20  ill*   Himtil' 


11 

u 

AS 

*i 


1*  IU*  iimatil1 

41  it 7%  tamaa*!* 
-51 


ILLIVOIS 


simUf  W  A|«ttKi  a*  $«mpi* 

H 

Nanifcer  •/  Aftaant*  Filing  Ur 

32 

Rtr«*ti4«rai»*« 

^imUr  •(  Ret— g*4f»li>«  Cat** 

:i» 

NimWr  •/  CaMftSo-iiMr  of  A**-***** 

4.J* 

m   bim^lt 

:7  HfS  timwi' 
111  <4**  4*rna»)a 


54 

3 


AM 


23  (11*  annual* 

112  (44*  liiw— ■>* 
114 


Data  n»nH  iH<l«a«  laferiBauea  acaciaM*1  larMfa)  Stataaiaar  JL  190.    Tb«  «mnM  iaey  rafleel  aciaai  <nnimi  aitarmaunly,  km  caaaa  Uui 
n  iimlinr-1  ama»  aa>*  tni  aracaaaea  (a*-  la*  Utar  parts*. 


Iu«a  a*  will  ka  eakaiim!  tar 


SOURCE:    RIMS  R.a«*t  Syauaa- 


4au«  (no  Jaaaar*  (areata  Oacaaakar.  1M7. 
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VI.   IMPACT  ON  PROGRAM  COSTS 

Patient-level  Medicare  claims  data  were  analyzed  to  examine 
the  effect  of  CA  on  Medicare  home  health  costs.   In  the  Dallas 
region,  the  findings  on  th'e  impact  of  CA  on  Medicare  home  health 
expenditures  per  patient  mirrored  the  findings  on  the  impact  of 
CA  on  home  health  visits  per  patient.   Specifically,  although  the 
average  expenditures  per  patient  in  the  CA  agencies  were  lower 
when  cne  controlled  for  age,  diagnosis,  and  type  of  visit,  the 
differences  were  generally  not  statistically  significant.   As 
might  be  expected,  there  is  a  very  strong  correlation  (.93) 
between  the  ratio  of  the  number  of  visits  billed  per  patient  and 
expenditures  per  patient.   That  is,  the  differences  in  per 
patient  expenditures  are  almost  completely  explained  by 
differences  in  the  number  of  visits  per  patient. 

Multivariate  analysis  of  the  effect  of  CA  on  expenditures 
per  patient  in  the  Dallas  region  yielded  similar  results  to  the 
multivariate  analysis  of  visits  per  patient.   CA  was  associated 
with  decreased  expenditures  for  all  patients  in  on-waiver 
agencies  and  patients  with  home  health  aide  visits  in  off-waiver 
agencies.   CA  was  associated  with  increased  costs  for  patients  in 
off -waiver  agencies  with  no  home  health  aide  visits.   In  general, 
CA  was  associated  with  reduced  home  health  expenditures  per 
patient  in  the  Dallas  region  by  about  7  percent. 

In  Illinois  we  also  found  that  the  effect  of  CA  on  home 
health  expenditures  per  patient  reflected  the  effect  of  CA  on 
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visits  per  patient.   In  Illinois,  CA  was  associated  with 
increases  in  expenditures  per  person  for  all  patients  in  off- 
waiver  agencies  and  for  patients  in  on-waiver  agencies  without 
home  health  aide  visits.   CA  was  associated  with  reduced 
expenditures  for  patients  in  on-waiver  agencies  with  home  health 
aide  visits.   In  general,  CA  was  associated  with  an  increase  in 
home  health  expenditures  per  patient  in  Illinois  of  about 
4  percent. 

We  also  examined  the  impact  of  CA  on  total  Medicare  program 
costs  (Parts  A  and  B)  .   In  the  Dallas  region,  we  found  that  total 
Medicare  expenditures  per  patient  were  4  percent  higher  for  the 
81  CA  agencies  than  for  the  matched  group  of  control  agencies. 
In  Illinois,  total  Medicare  per  patient  expenditures  were  about 
7  percent  higher  in  the  50  CA  agencies  than  in  the  matched 
control  group  of  agencies.   This  was  true  for  hospital,  SNF,  and 
Part  B  care.   Neither  of  these  increases  was  statistically 
significant. 

The  legislation  required  that  the  evaluation  also  address 
possible  cost  savings  associated  with  better  accuracy  of  coverage 
determinations  under  CA.   In  the  Dallas  region,  where  suitable 
data  were  available,  control  agencies  had  twice  the  rate  of 
visits  denied  but  paid  under  waiver  as  did  CA  agencies 
(1.3  percent  versus  0.6  percent).   From  one  perspective  this 
suggests  that  CA  increased  the  appropriateness  of  expenditures. 
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VI I.   DENIAL  RATES  AMD  ACCURACY  OF  COVERAGE  DETERMINATIONS 

Three  of  the  goals  of  the  CA  pilot  were:   l)  to  improve 
provider  knowledge  of  Medicare  covered  services;  2)  to  reduce 
retroactive  denials;  and  3)  to  reduce  the  number  of  appeals. 
With  regard  to  those  issues,  analysis  of  the  impact  of  CA 
indicates  the  following: 

Provider  Knowledge  of  Medicare  —  CA  helped  HHA  personnel 
better  understand  how  FIs  made  coverage  decisions.   Few  agencies 
thought  that  CA  improved  their  understanding  of  Medicare-covered 
services,  because  most  thought  they  had  no  problem  in  this 
regard. 

Retroactive  Denials  —  CA  appears  to  have  reduced  denials  in 
the  Dallas  region  (see  Table  6)  .   For  some  types  of  cases,  denial 
rates  in  CA  agencies  are  less  than  half  of  those  in  non-CA 
agencies.   On  the  one  hand,  the  denial  rates  in  the  Dallas  region 
are  already  so  low  that  the  impact  there  was  marginal.   On  the 
other  hand,  it  takes  a  relatively  powerful  intervention  strategy 
to  improve  a  situation  where  there  is  little  room  for 
improvement. 

Appeals  —  The  impact  of  CA  on  appeals  is  unknown  at  this 
point  because  so  few  cases  had  been  adjudicated  at  the  time  of 
this  report.   There  was  evidence,  however,  that  CA  reduced  the 
number  of  requests  for  reconsideration  —  the  firs'  step  in  the 
appeals  process.   There  are  several  alternative  explanations: 
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(1)  providers  may  be  registering  fewer  requests  for 
reconsideration  on  behalf  of  beneficiaries  because  they  are 
generally  more  comfortable  with  decisionmaking  under  the  CA 
option,  (2)  there  are  fewer  denials  under  CA  for  which  HHAs  might 
request  a  reconsideration,  or  (3)  providers  were  unable  to 
request  reconsideration  of  the  initial  CA  authorization  levels. 
In  the  latter  case,  the  decline  might  represent  evidence  of  a 
reduction  in  the  exercise  of  appropriate  challenging  of  FI 
decisions.   On  the  other  hand,  HHAs  retained  the  opportunity  to 
furnish  more  visits  than  the  FI  authorized  and  request 
reconsideration  of  any  such  visits  that  the  FI  later  denied. 
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TABLE  6 


SUMMARY:   DENIAL  RATES  BY  VISIT  TYPE 
IN  THE  DALLAS  REGION 

81  CA  Agencies 


Types  of  Visits 


All  visits 


CA  Cases   Non-CA  Cases   81  Control  Agencies 
1.1%       1.7%  1.9% 


Skilled  Nursing  -  All 
Teaching  Diabetics 
Other  Teaching 


2.7% 

3.5% 

0.7% 

2.3% 

0.6% 

1.3% 

3.7% 
2.6% 
1.5% 


Home  Health  Aide 


0.6% 


1.0% 


1.2% 


Therapies 


0.3% 


0.9% 


1.0% 


Social  Worker 


0.0% 


0.0% 


2.3% 


SOURCE:      POT/claims  file  for  patients  receiving  home  health  services 
during  the  July  1,  1987  -  December  31,  1987  period  in  the 
Dallas  region.   Data  from  81  participating  agencies  and  81 
matched  control  agencies. 
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The  available  evidence  favors  the  first  interpretation. 
Most  providers  interviewed  indicated  that  they  liked  CA,  in  part 
because  it  enhanced  their  comfort  with  the  decisionmaking 
process.   Furthermore,  as  noted,  most  cases  authorized  for  fewer 
services  than  requested  did  receive  more  services  than  initially 
authorized. 
Accuracy  of  Coverage  Determinations 

Congress  also  asked  that  the  evaluation  address  the 
"accuracy"  of  coverage  decisions  made  on  cases  submitted  for  CA. 
Intermediaries  are  required  to  use  professional  judgment  in 
determining  whether  a  claim  is  covered  or  not.   Thus,  there  is  no 
absolute  standard  in  many  cases  for  whether  or  not  a 
determination  was  "accurate."  We  conducted  a  special  study  to 
assess  the  consistency  among  reviewers. 

One  sample  of  claims  subject  to  retrospective  review  and 
another  sample  of  CA  requests  were  drawn  from  the  records  of 
Intermediary  A.   Each  of  these  cases  was  reviewed  independently 
by  two  reviewers  at  Intermediary  A.   In  addition,  a  sample  of  CA 
requests  was  drawn  from  the  records  of  Intermediary  B.  Each  of 
these  cases  was  independently  reviewed  by  two  reviewers  at 
Intermediary  A  and  two  reviewers  at  Intermediary  B.   The 
decisions  of  the  various  reviewers  for  the  same  cases  were 
compared.   We  found  the  following  (see  Table  7) : 
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TABLE  7 


REVIEWERS1  AGREEMENT  ON  CA  REQUESTS  AND  BILLED  CLAIMS 

FOR  SKILLED  NURSING  VISITS:   TOTALLY  APPROVED  VERSUS 

AT  LEAST  PARTIALLY  NOT  APPROVED 


Chance 


Test  of  Agreement 


Percent  of 

Requests/ 

Claims     Agreement 

With       Beyond 

Agreement   KAPPA  (V) ** 


AGREEMENT  AMONG  2  REVIEWERS  AT  THE  SAME  FI 

Review  of  Intermediary  A's  Billed  Claims 
(Regular  Review) 
Al  vs.  A2* 

Review  of  Intermediary  A's  CA  Requests 
Al  vs.  A2 

Review  of  Intermediary  B's  CA  Requests 
Al  vs.  A2 
Bl  vs.  B2 


88.7% 


80.6% 


61.2% 
60.3% 


.723(<.001) 
.594(<.01) 


.242(<.05) 
.209(=.05) 


AGREEMENT  AMONG  2  REVIEWERS  AT  DIFFERENT  FI 

Review  of  Intermediary  B's  CA  Requests 

Al  vs.  Bl  54.7% 

A2  vs.  Bl  54.7% 

Al  vs.  B2  65.6% 

A2  vs.  B2  57.8% 


073(>.05) 
101(>.05) 

246(<.01) 
161(>.05) 


*  The  first  reviewer  at  Intermediary  A  versus  the  second. 

**  Kappa  equals  1.0  when  there  is  perfect  agreement  (beyond  chance) 
among  reviewers.   Kappa  equals  zero  when  the  agreement  is 
identical  to  what  would  be  found  by  chance  alone.   P  is  the 
probability  level. 
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There  was  a  high  level  of  consistency  among 
reviewers  at  Intermediary  A  with  regard  to 
retrospective  review.   The  level  of  agreement, 
beyond  chance,  exceeded  that  reported  in  studies  of 
the  formal  criteria  sets  used  for  review  of  hospital 
claims  by  Peer  Review  Organizations.8 

There  was  substantially  less  agreement  among 
reviewers  at  a  single  FI  with  respect  to  approving 
CA  requests.   Consistency  was  higher  at  Intermediary 
A  than  at  Intermediary  B. 

Reviewers  at  the  different  FIs  tended  not  to  agree 
with  each  other  with  respect  to  decisions  on  CA 
requests.   In  three  out  of  four  sets  of  comparisons 
(e.g.  ,  reviewer  1  at  Intermediary  A  compared  to 
reviewer  1  at  Intermediary  B  for  all  cases)  the 
results  were  not  significantly  better  than  chance 
agreement  (see  Table  7) . 

The  above  results  were  obtained  even  when  the  test 
of  agreement  was  not  very  stringent.   Reviewers  were 
considered  to  agree  if  they  agreed  on  whether  a 
request  should  be  totally  approved  or  at  least 
partially  not  approved. 

Agreement  on  the  exact  number  of  visits  to 
disapprove  in  CA  cases  was  negligible.   In 
4  5  percent  of  the  cases  independently  reviewed  by 
four  reviewers  (two  at  each  FI)  ,  at  least  two 
reviewers  thought  at  least  some  of  the  requested 
visits  should  not  be  concurrently  approved.   But  in 
only  7  percent  of  these  cases  did  the  reviewers 
agree  exactly  on  the  number  of  visits  that  should 
not  be  concurrently  approved. 


8  A  high  level  of  agreement  can  be  expected  to  occur  by 
chance  alone,  because  the  denial  rate  is  so  low  at  Intermediary 
A.   For  example,  the  two  reviewers  agreed  on  88.7  percent  of  the 
retrospective  review. cases.   But  each  reviewer  independently 
approved  all  visits  billed  on  74  percent  of  the  claims  (though 
they  did  not  completely  agree  on  which  cases  should  be  completely 
approved) .   Thus,  by  chance,  we  could  expect  the  reviewers  to 
agree  54.8  percent  of  the  time  on  totally  approved  claims  (.74  x 
.74  =  .548)  and  6.8  percent  of  the  time  on  partially  denied 
claims  (.2  6  x  .26  =  .068),  for  a  total  expected  agreement  of  61.6 
percent  (.548  +  .068).   The  statistic  Kappa  is  a  measure  of 
agreement  beyond  chance.   For  the  retrospective  review,  K  -  .723. 
This  may  be  roughly  interpreted  as  meaning  that  the  inter-rater 
agreement  was  72.3  percent  better  than  chance.   [Greater  detail 
is  given  in  Appendix  6.] 
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VIII.   OVERVIEW  OF  THE  SNF  DEMONSTRATION  DESIGN 

The  underlying  public  policy  goal  of  the  SNF  demonstration 
project  is  to  identify  and  test  a  method  for  improving  the 
process  by  which  SNF  claims  are  currently  reviewed  by  Medicare. 
A  critical  design  choice  is  the  issue  of  PA  versus  CA. 

At  an  initial  meeting  of  this  project's  Advisory  Committee, 

options  for  the  design  of  the  SNF  demonstration  were  presented 

and  discussed.   A  revised  plan  was  developed,  reflecting  comments 

of  the  Advisory  Group,  extensive  telephone  interviews  with 

providers  and  other  experts  around  the  country,  and  detailed 

discussions  with  Medicaid  officials  in  States  with  prior  or 

concurrent  Medicaid  programs.   The  proposed  SNF  demonstrations 

are  outlined  below: 

The  program  to  be  implemented/tested  will  include  a 
true  PA  component:  hospital  personnel  or.  nursing 
home  personnel  who  have  conducted  a  face-to-face 
assessment  of  a  patient  prior  to  nursing  home 
admission  may  call  the  FI  and  request  a  decision,  on 
the  basis  of  a  verbal  description,  within  24  hours. 

A  concurrent  program  will  also  be  available  for 
patients  already  in  a  nursing  home. 

The  program  will  be  entirely  voluntary,  but  eligible 
patients  will  be  informed  of  their  right  to  request 
a  PA  or  CA  decision. 

The  SNF  projects  will  use  a  classical  experimental 
design.   Prospective  SNF  patients  will  be  randomly 
assigned  to  the  treatment  or  control  group,  and  only 
members  of  the  treatment  group  will  be  eligible  for 
PA  and  CA. 

For  the  experiment,  two  "participating  communities" 
will  be  selected. 
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A  community  will  be  defined  as  a  metropolitan 
statistical  area,  for  the  purpose  of  site 
selection. 

In  participating  communities,  beneficiaries 
eligible  to  participate  will  be  randomly 
selected  based  on  social  security  numbers. 

Noneligible  beneficiaries  will  serve  as  the 
control  group. 

In  participating  communities,  all  hospitals  and  SNFs 
served  by  the  primary  FI  will  be  informed  of  the 
project,  encouraged  to  use  the  PA  option,  and 
trained  in  the  use  of  the  assessment  instrument  and 
PA  protocols. 

We  will  also  select  two  comparable  nonparticipating 
communities  from  the  same  States,  from  which  we  will 
collect  some  trend  data  to  serve  as  additional 
quasi-experimental  controls. 

The  SNF  demonstration  was  implemented  in  1989,  after 

providers  have  gained  experience  with  the  substantial  revisions 

to  Medicare  coverage  guidelines  for  SNF  services  that  were 

established  by  HCFA  in  1988.   Because  the  SNF  demonstration 

includes  both  prior  and  concurrent  authorization,  this  study 

should  provide  information  about  the  advantages  and  disadvantages 

of  PA  versus  CA.   In  addition,  since  a  randomized  experimental 

design  will  be  utilized,  the  evaluation  of  the  SNF  demonstration 

may  be  able  to  measure  small  differences  in  outcomes  between 

treatment  and  control  groups  with  more  confidence.   Thus,  the 

results  of  this  study  may  provide  insights  for  possible 

improvements  in  the  HHA  CA  projects. 
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IX.  CONCLUSIONS  AND  RECOMMENDATIONS 

This  analysis  leads  to  mixed  conclusions  with  regard  to  home 
health  CA.   On  the  positive  side,  some  of  the  initial  objectives 
for  the  program  appear  largely  to  have  been  met:   denials  and 
requests  for  reconsiderations  were  reduced  and  providers  reported 
that  their  understanding  of  the  FI  decisionmaking  processes 
improved.   Nearly  all  providers  liked  the  CA  option,  and  over 
9  0  percent  of  those  interviewed  thought  CA  ought  to  be  continued 
on  a  voluntary  basis.   Among  the  benefits  cited  were  greater 
certainty,  reduced  paper  work  (some  felt  the  opposite) ,  more 
orderly  work  flow,  and  enhanced  communications  with  the  FI. 

These  positive  results  were  accomplished  with  little  or  no 
increase  in  Medicare  program  costs.   In  addition,  the  rate  of 
visits  denied  but  paid  under  waiver  was  marginally  lower  in  CA 
agencies,  suggesting  a  slight  improvement  in  the  appropriateness 
of  expenditures. 

At  the  provider  level  most  agencies  reported  no  additional 
administrative  costs,  although  CA  did  require  substantial 
reorganization  of  workflow  and  paperwork  for  some  HHAs.   Those 
who  submitted  a  large  volume  of  CA  cases  and/or  were  less 
automated  reported  adding  some  extra  staff,  primarily  clerical. 
The  fact  that  substantial  numbers  of  agencies  voluntarily 
continued  to  participate,  even  though  they  -received  no  extra 
money  for  doing  so,  suggests  that  the  benefits  generally 
outweighed  the  costs.   On  the  other  hand,  it  clearly  would  be 
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difficult  to  implement  a  mandatory  CA  program.   Many  agencies 
would  find  it  costly  to  reorganize  sufficiently  to  handle  the 
administrative  procedures  required  to  submit  large  numbers  of 
cases  for  CA.   Under  a  voluntary  program  agencies  are  not  only 
able  to  assess  their  ability  to  participate  at  all,  but  they  can 
also  decide  to  what  degree  they  want  to  participate. 

with  respect  to  CA  and  access,  the  findings  on  balance  were 
more  favorable  than  not;  the  effects  in  either  case  were  small. 
CA  appears  to  have  had  a  limited  impact  on  access  as  measured  by 
the  numbers  of  visits  received  by  patients.   While  a  few  HHAs 
interviewed  suggested  that  they  would  not  provide  any  services 
beyond  those  authorized  by  the  FI,  less  than  3  percent  of  cases 
served  by  CA  agencies  in  the  Dallas  region  received  only  the 
amount  of  care  actually  authorized  by  the  FI  when  more  visits 
originally  were  requested  by  the  HHA.   In  general,  patients  in  CA 
agencies  and  non-CA  agencies  received  about  the  same  number  of 
visits  (when  patient  and  agency  characteristics  were  controlled 
for)  . 

There  is  also  modest  evidence  that  providers  participating 
in  CA  are  willing  to  serve  some  additional  cases  where  coverage 
is  questionable.   In  addition,  beneficiaries  served  by  off -waiver 
agencies  received  more  visits  under  CA  (statistically  significant 
for  all  off-waiver  patients  in  Illinois;  marginally  significant 
for  off-waiver  patients  without  home  healtfi  aide  visits  in  the 
Dallas  region) . 
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On  the  other  hand,  legitimate  questions  about  potential 
negative  effects  on  appropriate  service  use  remain.   CA  was 
associated  with  a  statistically  significant  reduction  in  visits 
for  patients  requiring  a  home  health  aide  visit  (where  the 
provider  was  on-waiver)  in  both  Illinois  (where  they  received 
four  visits  per  patient  less  than  the  average)  and  in  the  Dallas 
region  (nine  visits  per  patient  less  on  average) .   A  likely 
explanation  for  this  finding  is  that  patients  who  require  home 
health  aide  visits  typically  have  requests  for  more  visits  than 
others.   Many  of  these  visits  were  not  authorized  under  CA. 
Because  some  agencies  are  reluctant  to  bill  for  more  visits  than 
the  number  authorized  —  particularly  where  the  provider  himself 
or  herself  is  uncertain  about  the- "correct"  amount  of  service  — 
some  of  these  patients  received  fewer  visits. 

As  noted,  we  found  that  most  providers  were  usually  willing 
to  provide  more  service  than  was  initially  authorized  when  it 
appeared  medically  necessary.   On  the  other  hand,  the  initial  CA 
decision  sends  a  message  to  the  provider  (sometimes  interpreted 
more  strongly  than  intended)  regarding  the  FI*s  sense  of  the 
appropriate  duration  and  frequency  of  visits.   Thus,  the  findings 
of  this  analysis  with  regard  to  the  lack  of  consistency  among 
reviewers  on  the  appropriate  decision  regarding  CA  requests  raise 
some  additional  concerns.   Reviewers  at  the  two  FIs  did  not  agree 
on  how  many  visits  should  be  authorized  under  CA.   Furthermore, 
at  one  FI  there  was  quite  limited  within-agency  agreement 
regarding  CA  requests. 
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It  is  difficult  for  providers  and  for  FIs  to  judge  in  any 
advance  how  many  Medicare-covered  visits  will  be  needed  for  a  2- 
month  period  based  on  the  information  initially  available.   The 
findings  of  this  study  do  not,  however,  support  the  conclusion 
that  reasonable  levels  of  consistency  on  CA  requests  cannot  be 
achieved.   One  FI  did  have  reasonable  levels  of  consistency  on  CA 
requests  (though  less  than  its  agreement  rate  on  retrospective 
review) . 

In  addition,  CA  does  result  in  increased  costs  for  HHAs  and 
the  FIs,  although  these  incremental  costs  were  moderate. 
Furthermore,  total  Medicare  expenditures  were  slightly  greater 
for  CA  patients  at  both  project  sites.   Although  this  increase  in 
expenditures  was  not  statistically  significant,  it  raises  a 
concern  that  should  be  considered  in  future  decisions  about 
possible  expansion  of  CA. 

In  summary,  the  evaluation  findings  suggest  that  CA  produced 
both  marginal  benefits  and  costs.   Based  on  these  findings,  we 
believe  that  home  health  CA  has  demonstrated  sufficient 
beneficial  effects  to  warrant  continued  development  efforts.   If 
strategies  can  be  devised  to  address  the  potential  for  reductions 
in  access  to  appropriate  services,  then  expanded  implementation 
of  a  voluntary  CA  program  may  ultimately  prove  desirable. 

For  the  immediate  future  we  recommend:  (1)  that  the  current 
pilot  projects  be  continued  and  (2)  that" procedural  modifications 
to  address  potential  access  problems  be  explored.  With  regard  to 
the  latter  point,  we  found,  for  example,  that  providers  and  FIs 
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found  it  difficult  to  predict  accurately  the  need  for  care  for 
certain  patierts,  particularly  over  longer  periods  of  time.   A 
strategy  to  enhance  the  accuracy  of  the  message  sent  by  the  FI  in 
making  a  CA  decision  on  such  cases  might  include  the  possibility 
of  responses  specifically  encouraging  the  provider  to  submit  a 
new  request,  perhaps  in  less  than  the  usual  2-month  period.   We 
also  recommend  that  attention  be  paid  to  ensuring  that  CA 
decisions  are  accurately  explained  to  beneficiaries  and  that  the 
possibility  of  a  feasible  method  for  reconsideration  of  CA 
decisions  be  explored  fully.   Furthermore,  we  recommend  that 
methods  to  ensure  greater  inter-rater  consistency  in  CA  decisions 
be  developed  and  tested.   (3)  Finally,  the  forthcoming  SNF 
demonstration  should  be  viewed  as  an  opportunity  to  identify 
possible  improvements  in  the  home  health  CA  approach. 
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